Pathology
The cyst had ruptured and collapsed, measuring 14 x 13 x 6 em with a wall up to I em thick. The lining was brown or yellow with occasional glistening white nodules, and the ragged exterior included some muscle fibres. Microscopically, most of the lining was granulation tissue with a foreign body giant cell reaction to cholesterol, keratin and haemorrhage, and there were some foci of calcification. Two layers of muscle could be found but the only epithelium consisted of malignant papillae ( Figure 2 ) and signet ring mucoid adenocarcinoma lying in the lumen, but nowhere penetrating the wall. Review of the earlier biopsies showed that in the first a few tiny foci of papillary adenoma had been overlooked, and that in the second there were foci of mucus-secreting Paget cells in a nonkeratinizing squamous mucosa (Figures 3 & 4) . 
Discussion
Amongst alimentary duplications, those of the rectum are unusual (Kraft 1962) and, even though more frequent in children than in adults, Basu et al. (1960) found only two in a series of 28. Malignant change in an alimentary duplication is exceedingly unusual. A possible case of carcinoma in a sigmoid colon duplication was recorded in 1882 by Lockwood and an adenomatous polyp in a double colon has also been described (Van Zwalenburg 1952). Orr & Edwards (1975) reviewed the reported cases of malignant change in duplications of the alimentary tract and described two of their own, two out of seven adenocarcinomas arising in a presacral cystic duplication. Recently Downing et al. (1978) have reported an mvasive adenocarcinoma in a rectal duplication which was treated by abdominoperineal excision of the rectum.
Our case fulfils the criteria for the diagnosis of an intestinal duplication: it should be adherent to some part of the gastrointestinal tract, contain smooth muscle in the wall, and have an alimentary type of mucous membrane, at least in parts (MacLeod & Purves 1970) . The presence of squamous epithelium in no way invalidates the diagnosis, since embryological retention cysts tend, like branchial cysts, to undergo squamous metaplasia, chronic inflammation and ulceration as they enlarge. The presence of a hairy sacral dimple at birth may have suggested the presence of spina bifida occulta and certainly alimentary and limb reduplications have been associated with such axial malformations (Bentley & Smith 1960) , but no radiological abnormality of the spine could be detected in our case.
The importance of obtaining a correct tissue diagnosis when dealing with any presacral tumour has been stressed by Uhlig & Johnson (1975 ), but McColl (1963 first warned of the risk of malignant change in a rectal reduplication. The frequency of such change has been emphasized by more recent case reports, and our own experience shows that the diagnosis can easily be missed (and the best opportunity for sufficiently radical treatment lost) if it is not more strongly suspected and sought.
